
SIGNED (SUBSCRIBER OR PATIENT) SIGNED (SUBSCRIBER OR PATIENT)

6. SUBSCRIBER’S ADDRESS (STREET, CITY, STATE, ZIP CODE)

3. SUBSCRIBER’S NAME

PATIENT AND SUBSCRIBER INFORMATION

7. PATIENT’S RELATIONSHIP TO SUBSCRIBER

COUNTY OF ORANGE DENTAL CLAIM FORM

ADMI ISTRATIVE SERVICES

FORM NO. 105 REV. 12/00

TO THE DENTIST: PREDETERMINATION OF BENEFITS REQUIRED FOR CLAIMS IN EXCESS OF $1,200.00

www.deltahealthsystems.com
PO Box 12307   •   Fresno, CA 93777-2307   •   Phone 559-248-8439

X-RAY REQUIRED FOR MAJOR 
WORK EXCEPT PERIODONTAL
AND ENDODONTIC

PERIODONTAL SERVICES
REQUIRE PERIO-CHART.

SUBSCRIBER ID NUMBER


	G-09: (G-09)


